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countries1 a fever which lasts a week without falling on any occasion to Clinical
normal, and without the appearance of any characteristic rash or any local ^iasnosis
inflammation, is nearly always one of the enteric group. Some exceptions
will readily come to mind, such as undulant fever, Malta fever, some
cases of tuberculosis, and some cases of lymphadenoma.
In view of the help now afforded by laboratory investigation, the
diagnosis of typhoid has been simplified enormously, and it will not be
necessary to deal at length with the various diseases which may cause
difficulty. When epistaxis or severe headache or mild bronchitis or diar-
rhoea is associated with a rising pyrexia lasting a few days, the possibility
that the case is one of typhoid fever must be borne in mind. If in addi-
tion disturbed action of the bowel—diarrhoea or constipation—is
associated with abdominal discomfort and slight distension, the proba-
bility becomes increasingly great. Relative slowness of the pulse and
the presence of dicrotism would be additional evidence. The appearance
of rose spots and splenic enlargement after pyrexia of a week's duration
will confirm the diagnosis. Primary uncomplicated bronchitis is not
likely to give rise to a temperature exceeding 101° F., and in those cases
of bronchitis in which a higher temperature occurs it either indicates
the coexistence of broncho-pneumonia or that the bronchitis is really
secondary to some underlying cause, such as typhoid.
The diseases most frequently mistaken for typhoid are pneumonia, Differential
broncho-pneumonia,, influenza, acute miliary tuberculosis, tuberculous dlasnosis
meningitis, tuberculous peritonitis, malignant endocarditis, undulant
fever, typhus fever, psittacosis, and tularaemia.
A deep-seated pneumonia may simulate typhoid, and it may be some From
days before the physical signs are conclusive; but pneumonia has usually Pneumoma
a much more abrupt onset, and it is unusual for the respirations to be
less than thirty a minute, a rate seldom reached ia the early stages of
typhoid. Cases of typhoid, however, occasionally present prominent
respiratory symptoms, and these may lead to the underlying infection
being overlooked. The presence of labial herpes is in favour of pneu-
monia, though it is sometimes seen in paratyphoid, and a leucocyte
count would probably exclude the likelihood of typhoid, as leucocytosis
is so rarely absent in pneumonia, whereas a leucopenia with relative
lyrnphocytosis would almost negative pneumonia. Careful and repeated
physical examination, of the chest should never be omitted in doubtful
cases. As the two diseases may coexist a positive blood culture would
set the matter at rest.
Broncho-pneumonia ia children, especially if attended by abdominal From
distension and diarrhoea, is not infrequently mistaken for typhoid, and
further difficulty is added by the fact that in children with typhoid the
rash is quite commonly absent. In broncho-pneumonia, however, there
is a much higher respiratory rate, with typical grunting expiration and
post-inspiratory pause, and active alae nasi, even when physical signs
continue to be indefinite. The spleen seldom shows the marked enlarge-
ment found in typhoid, and the tendency to cyanosis is much greater.

